treatment began cestriol output has if anything been lower (2 25 and 1 9 pg/24 hours) but urinary gonadotrophin has risen to 30 mg HMG24/24 hours.
This patient has therefore shown the same pattern of response to therapy with intramuscular medroxyprogesterone acetate as described by other observers, namely control of menstruation and breast development with little effect on the rate of epiphyseal maturation relative to linear growth. MD FRCP NB, boy, born 21.12.59 Healthy until 8 months old when he had hamaturia with a temperature and a convulsion. Hospital investigations revealed a urinary infection with coliform organisms, the presence of cystine crystals in the urine, and multiple small calculi in both kidneys and ureters (Fig 1) . IVP showed good excretion on both sides but some dilatation at the lower ends of the ureters. Chromatography showed the presence of a high concentration of cystine, and large quantities also of arginine, lysine and ornithine.
Solution of Cystine Stones by Non-surgical Means M E MacGregor
Family history: Elder brother, father and paternal grandfather excrete cystine in smaller quantities and have had no renal symptoms (heterozygotes). A younger brother is free from cystinuria. N's mother has had unilateral hydronephrosis, and a nephrectomy. Elder brother had a number of convulsions in the pre-school period. When first seen N was a puny child (height below third percentile, weight tenth percentilefather is also very short), somewhat anemic (Hb 8 g/100 ml), but without physical signs except results of urine examination. Blood urea 33 mg/100 ml. Blood pressure 90 mmHg systolic.
Management: With the collaboration of Professor C E Dent an attempt has been made to dissolve the stones by a combination of forced diuresis, night and day, and massive alkali treatment. Using oral sodium bicarbonate (2-4 g six-hourly) and a fluid intake of 30-40 oz per twenty-four hours (10 oz during night), the patient's urine has been kept continuously at pH 8 or more for the past four years. Until 31 years old he was also given 0 5 g sulphadimidine twice daily. His parents themselves have scientific training and fully understand the aims and requirements of this treatment.
Fig 1 September 1960: Multiple small calculi in both kidneys and lower ureters
Progress: His urine has remained uninfected since the original infection was controlled. Blood urea and blood pressure have remained within normal limits. With iron his arnemia was arrested (Hb 10-4 g/100 ml). His height has reached the third percentile and weight has increased to the twenty-fifth percentile. He has had frequent colds, recurrent diarrhoea, whooping-cough, rubella and measles (with a second convulsion), but otherwise his general health has been fairly good and is better now than ever. During the first three years he was subject to intermittent hmmatunia, at first when jarred or vibr-ated, as by jumping or in a car, and with intercurrent infections. Soon after starting treatment, he passed a small stone. After a few months he began to have attacks of sudden severe pain and screaming, with brisk hmmaturia, interpreted as renal colic, and these caused such distress that abandonment of medical treatment was contemplated. These spasms fortunately. ceased after he had been under treatment for nine months. Several further stones were passed per urethram and after nine months these were becoming flattened; previous stones had been ovoid. When aged 21 he was able to ride in a car for the first time without having hlmaturia. At 31 sulphonamide was stopped, and from this time all heematuria ceased. He now gets a seven-hour break at night without being wakened, and urine pH remains at 8 or 9 before and at the end of this. In March 1961, after six months of treatment, stones showed an altered arrangement and possibly some diminution in size. After eighteen months stones were fewer on the right side (April 1962) and almost certainly less on the left. After two and a half years (April 1963) no stones were visible, nor can they be seen in the latest film (October 1964) .
Comment
Cystine stone formation in very young children seems unusual, though Bostrom (1959) reports a child aged 8 months with cystine stones. At such an age the difficulties of maintaining a high fluid and alkali regime are perhaps less than with older children, and they may then be conditioned to a pattern of drinking behaviour which will prove lifelong. Nevertheless considerable intelligence and resolve are required from parents for success. We find only one report since the original paper by Dent & Senior (1955) of the use of this regime. This is a note by MacDougall (1961) of an 11-year-old boy given 4 litres of fluid a day for eighteen months, without alkali, in whom considerable solution of stones occurred. Finally he was treated surgically to remove the last two stones.
Massive Bilateral Adrenal Hsemorrhage in the Newborn with Recovery J Lorber MD FRCP P E, boy, born 14.2.63 Admitted at 3 days of age because of continuous convulsions and failure to pass any urine and also because he had two symmetrical abdominal masses in the region of the kidneys. He was shocked and grossly dehydrated. Blood urea 150 mg/100 ml, sodium 139, potassium 6-3, chlorides 100 mEq/l., calcium 6-8 mg/100 ml, carbon dioxide 18 mEq/l. The infant was treated with intravenous fluids including calcium gluconate. He did not pass urine for a further twenty-four hours, by which time the blood urea rose to 230 mg/100 ml. At 4 days of age, urine was passed for the first time; it was dark, but contained no red cells or other abnormal deposit; albumin over 400 mg/100 ml, urinary urea 617 mg/l00 ml. Subsequent progress with intravenous hydration showed striking improvement. His blood urea returned to normal by the ninth day and has remained normal since. There was persistently low serum calcium (4'9-6-8 mg/100 ml) and high phosphorus (9.1 mg/100 ml); after 1 month of age these values returned to normal. The abdominal masses decreased rapidly and the right one disappeared within two weeks. All urine specimens after the initial one were normal until he was 5 months old, but he then had a urinary tract infection which responded to ampicillin.
IVP at 2 weeks old showed depression of both kidneys. Good excretion on both sides. No hydronephrosis. Acute kinking at left pelviureteric junction. Dilatation of lower third of left ureter (Fig 1) . Subsequent progress was favourable and the left abdominal mass also disappeared after a few weeks. A second IVP, at 5 months old, still showed a kink at the pelvi-ureteric junction and dilatation of the left ureter. There were also faint shadows 
